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Violence  affects  all  socioeconomic,  racial,  religious  and  ethnic  groups  and 
occurs  in  all  types  of  intimate  relationships:  marriage,  cohabitation,  dating, 
heterosexual,  lesbian,  gay,  parent/child,  child/child,  caregiver/recipient. 

Physical  abuse  during  pregnancy  poses  a  threat  both  to  the  mother  and  to  the 
pregnancy.  The  Massachusetts  Department  of  Public  Health  recommends  that 
providers  of  perinatal  health  care  assess  their  patients  for  abuse  during  each  trimester 
of  pregnancy,  the  postpartum  period,  and  regularly  thereafter  as  a  routine  part  of 
every  practitioner's  care. 

The  National  Problem 

In  the  United  States,  a  woman  is  physically  assaulted  by  her  husband, 
boyfriend,  or  live-in  partner  every  15  seconds.  Approximately  2  1/2  million  women  are 
abused  annually  (U.S.  Department  of  Justice,  Bureau  of  Justice  Statistics,  1994). 
Approximately  30-50%  of  all  women  experience  at  least  one  episode  of  battering 
during  their  lifetime. 

The  Local  Problem 

During  1993,  in  Massachusetts  alone,  30  women  and  5  children  were  killed  by 
the  women's  current  or  former  partners;  in  1994,  23  women  and  1  child  were  killed 
(Massachusetts  Coalition  of  Battered  Women  Service  Groups).  The  risk  of  homicide 
is  greatest  for  a  woman  in  the  process  of  leaving,  or  one  who  has  already  left  an 
abusive  relationship  (Campbell,  1989). 

What  is  Battering? 

Battering  (abuse)  is  a  pattern  of  coercive  control  involving  the  exertion  of  power 
and  dominance  in  an  intimate  relationship.  Whether  the  batterer  is  male  or  female, 
the  batterer's  intent  is  to  dominate  the  other,  making  the  partner  feel  subordinate, 
incompetent,  worthless,  and  afraid. 

Abuse  may  take  many  forms:  physical,  sexual,  emotional,  and  financial. 
Physical  abuse  may  include  pushing,  shoving,  punching,  slapping,  choking,  kicking 
and  threatening  or  attacking  with  a  weapon.  Sexual  abuse  may  include  sexual 
coercion  or  forced  sexual  contact,  unwanted  touching,  marital  or  acquaintance  rape. 
Emotional  forms  of  control  may  include  intimidation,  verbal  abuse  and  degradation, 
threats,  forced  isolation  and  denial  of  communication  with  family  and  friends,  denial  of 
access  to  health  care,  telephone,  or  transportation,  and  threats  of  retaliation  against 
children  and  other  family  members  if  the  woman  plans  or  attempts  to  leave  the 
abusive  situation.  Financial  abuse  includes  withholding  money  for  food,  housing,  and 
other  essentials,  as  well  as  barring  or  undermining  participation  in  employment  and 
education. 

Battering  During  Pregnancy 

Physical  abuse  during  pregnancy  is  now  recognized  as  a  health  risk  (American 
College  of  Obstetrics  and  Gynecology  (ACOG),  1989;  Newberger,  et  al,  1992;  Parker, 
McFarlane  &  Soeken,  1994).  The  Second  National  Family  Violence  Survey, 
conducted  in  1985  through  telephone  interviews  of  more  than  6,000  American  families, 
documented  the  incidence  of  minor  violence  (threw  something,  pushed,  grabbed, 
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shoved,  slapped),  severe  violence  (kicked,  choked,  hit  with  fist  or  other  object, 
threatened  with  or  used  a  knife  or  gun),  and  overall  violence  (combined  minor  and 
severe)  in  households  where  the  wife  or  female  partner  was  pregnant  at  the  time  of 
the  interview  (Straus  &  Gelles,  1990).  Pregnant  women's  risk  of  minor  violence  was 
28.3%  greater  than  that  of  non-pregnant  women;  pregnant  women's  risk  of  severe 
violence  was  60.6%  greater  than  non-pregnant  women;  overall  risk  of  any  form  of 
violence  while  pregnant  was  35.6%  greater  than  non-pregnant  women  (p.  283).  The 
rate  of  overall  violence  (combining  minor  and  severe  violence)  during  the  first  4 
months  of  pregnancy  was  154  per  1000  women;  the  overall  rate  of  violence  in  the  5th 
through  9th  months  of  pregnancy  was  170  per  1000  women.  In  addition,  "men  with 
pregnant  partners  or  wives  reported  that  they  were  more  violent  to  their  partners  than 
were  men  married  to  women  who  were  not  pregnant  at  the  time  of  the  interview" 
(1990,  p.  283). 

Although  some  women  have  found  pregnancy  to  be  protective  against  battering, 
emerging  research  has  indicated  that  as  many  as  1  in  6  pregnant  women  may  be 
battered  by  their  partner  at  some  point  during  their  pregnancy  (McFarlane,  1993).  For 
some,  pregnancy  precipitated  the  violent  episode;  for  many,  the  frequency  and 
severity  of  abuse  increased  during  pregnancy  (Campbell,  1986  &  1989;  Campbell  & 
Humphreys,  1984;  Campbell,  Poland,  Waller  &  Ager,  1992;  McFarlane,  Parker, 
Soeken  &  Bullock,  1992).  Teens  experience  higher  rates  of  abuse  than  adult  women 
both  prior  to  and  during  pregnancy,  and  commonly  report  abuse  committed  by 
relatives  and  girlfriends  as  well  as  by  boyfriends  (Parker,  McFarlane  &  Soeken,  1994; 
Parker  et  al.,  1993). 

Battering  during  pregnancy  has  been  found  to  be  associated  with  delayed  entry 
into  prenatal  care,  often  not  until  the  third  trimester  (McFarlane,  Parker,  Soeken  & 
Bullock,  1992;  Parker,  McFarlane  &  Soeken,  1994),  and  with  an  increased  incidence 
of  low  birth-weight  infants  (Bullock  &  McFarlane,  1989;  Parker,  McFarlane  &  Soeken, 
1994).  In  addition,  blunt  abdominal  trauma  such  as  that  sustained  from  kicking, 
punching,  or  injuring  the  gravid  abdomen  in  a  fall  has  been  found  to  precipitate 
premature  labor,  abruptio  placenta,  in  utero  fetal  fractures,  and  in  some  cases  fetal 
death  (Goodwin  &  Breen,  1990). 

Why  Battering  During  Pregnancy? 

Historically,  violence  during  pregnancy  has  been  attributed  to  male  sexual 
frustration,  to  biochemical  influences  of  pregnancy  such  as  mood  swings,  and  to  the 
stress  of  the  pregnancy  itself.  In  some  cases,  these  myths  have  perpetuated  victim- 
blaming  or  minimizing  responses  to  battered  pregnant  women.  In  a  study  of  51 
abused  pregnant  women,  Campbell,  Oliver,  and  Bullock  (1993)  explored  the 
relationship  between  pregnancy  and  violence.  Twenty-eight  women  (53%),  pregnant 
by  their  abusive  partners,  reported  that  they  were  not  beaten  during  their  pregnancy 
and  found  pregnancy  a  protective  period.  However,  one  of  the  women,  not  abused  in 
pregnancy,  was  battered  the  day  she  returned  from  the  hospital  "like  he  was  saving  it 
up"  (1993,  p.  345).  The  23  women  (47%)  who  experienced  violence  during  the 
pregnancy  described  their  partner's  violence  as  being  motivated  by  jealousy  of  the 
pregnancy,  pregnancy-related  anger,  anger  against  the  woman,  or  "business  as 
usual". 
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Emerging  Themes 

Over  the  past  10-15  years,  a  number  of  common  themes  have  emerged  from 
studies  of  battered  pregnant  women.  Approximately  17-25%  of  pregnant  women  are 
battered  during  pregnancy.  Battering  prior  to  pregnancy  is  predictive  of  the  risk  of 
battering  during  pregnancy  (Helton  &  Snodgrass,  1987;  McFarlane,  Parker,  Soeken  & 
Bullock,  1992);  battering  during  pregnancy  may  increase  in  frequency  and  severity, 
and  may  be  associated  with  increased  occurrence  of  adverse  pregnancy  outcomes; 
battering  may  resume  or  increase  in  the  postpartum  period.  Threatening  to  leave  or 
actually  leaving  the  abusive  situation  places  women  at  increased  risk  for  homicide  or 
severe  injury.  Changes  in  the  pattern,  frequency,  and  severity  of  abuse,  presence  of 
weapons  in  the  home,  stalking  behavior,  or  suicide  threats  or  attempts  by  the  batterer 
also  indicate  an  increased  risk  of  homicide  or  severe  injury. 

Routine,  face-to-face  screening  appears  to  yield  the  highest  rates  of  disclosure. 
In  one  study,  29.3%  of  women  disclosed  abuse  when  asked  four  screening  questions 
during  an  interview  with  a  trained  nurse,  while  only  7.3%  reported  abuse  in  response 
to  the  same  four  questions  in  a  written  intake  questionnaire  (McFarlane  et  al.,  1991). 
Similarly,  in  a  prospective  study  of  691  women  seeking  prenatal  care  in  publicly 
funded  clinics  in  Houston  and  Baltimore,  McFarlane  et  al.  (1992)  found  that  17%  of 
the  pregnant  women  disclosed  abuse  during  the  current  pregnancy  at  the  initial 
prenatal  visit.  An  additional  8%,  who  had  denied  abuse  during  the  initial  interview, 
made  disclosures  during  subsequent  visits  in  the  second  and  third  trimesters  of 
pregnancy.  These  findings  illustrate  the  importance  of  repeated  abuse  screening,  not 
just  at  intake  but  throughout  the  pregnancy  and  postpartum  period  as  well  as  during 
routine  visits. 

Violence  Prevention  and  Intervention 

Assessment  is  intervention.  Former  Surgeon  General  C.  Everett  Koop's 
Workshop  on  Violence  (1986)  identified  pregnancy  as  a  high-risk  period  for  battering, 
and  recommended  that  all  women  be  screened  for  battering  during  routine  prenatal 
care.  Pregnancy  is  a  time  in  a  woman's  life  when  she  may  have  the  most  contact 
with  the  health  care  system.  Assessing  for  abuse  in  all  women  we  care  for  is  a  key 
step  in  interrupting  the  cycle  of  violence.  Asking  direct  screening  questions  in  a 
caring,  non-judgmental  manner  communicates  several  important  messages:  that 
violence  in  relationships  is  widespread;  that  it  is  not  acceptable;  that  concern  exists  for 
the  woman;  and  that  there  are  options  for  her  safety  and  that  of  her  children. 
Identifying  those  women  at  risk  for  abuse,  providing  information  about  patterns  of 
abuse,  the  possibility  of  escalation,  and  options  for  police  and  legal  counsel  as  well  as 
accurate  documentation  of  injuries  and  disclosures  and  development  of  a  safety  plan 
are  critical  in  the  provision  of  care  to  all  women. 
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Identifying  and  Treating  Battered  Adult  and  Adolescent  Women  and  Their 
Children:  A  Guide  for  Health  Care  Providers,  published  by  the 
Massachusetts  Department  of  Public  Health,  provides  guidelines  for 
identification,  treatment  and  referral  of  abused  women  and  their  children. 

For  a  free  copy  of  this  100-page  document  or  to  inquire  about  domestic 
violence  training  resources,  contact: 

Liz  Roberts 

Healthy  Tomorrows  Pediatric  Family  Violence  Awareness  Project 

Women's  Health  Unit 

Bureau  of  Family  and  Community  Health 

Massachusetts  Department  of  Public  Health 

150  Tremont  Street,  3rd  floor 

Boston,  MA  02111 

(617)  727-7222  (617)  727-6088  (FAX) 
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TOOLS  FOR  IDENTIFYING  AND  TREATING  ABUSED  WOMEN 

1.  Assess  all  women  for  history  and  evidence  of  abuse 

/  Interview  women  privately. 
/  Approach  questions  as  routine  for  everyone. 
/  Avoid  potentially  stigmatizing  terms  such  as  "victim",  "battered". 
/  Use  gender-neutral  language,  i.e.  "partner"  not  "boyfriend"  or  "husband." 
/  Use  two  or  three  direct  questions:  "Do  you  feel  safe  in  your  home?" 
"Is  anyone  hurting  you  or  making  you  afraid?" 
"At  any  time  has  your  partner  ever  pushed,  kicked,  or  hit  you?" 
/  An  indirect  conversational  style  may  be  more  appropriate  and  less  threatening  to 

some  women,  including  questions  about  her  relationship  with  her  partner,  how 

problems  are  resolved,  or  feelings  about  the  pregnancy. 
/  Avoid  blaming  questions,  such  as  "Why  haven't  you  left?" 

2.  Know  clues  suggestive  of  abuse 

S  Extent  or  type  of  injuries  not  consistent  with  explanation. 

/  Injuries  to  the  face,  breasts,  abdomen,  genitals  and  central  body. 

/  Bilateral  or  multiple  injuries  in  different  stages  of  healing. 

/  Delay  between  occurrence  of  injury  and  seeking  care. 

y  Distant  or  vague  responses  to  questions,  lack  of  eye  contact,  nervous  about  leaving 

hospital  or  going  home,  defers  replies  to  partner. 
/  History  of  chronic  pain  or  headaches  without  etiology. 

S  History  of  premature  labor  or  birth,  or  adverse  pregnancy  outcome  such  as  low 

birth-weight  infant,  stillbirth,  or  abruptio  placenta. 
/  Vaginal  bleeding  during  pregnancy. 

/  Difficulty  tolerating  physical  exams,  startle  response  to  touch. 

S  Rape,  sexual  assault,  unwanted  pregnancy,  teen  pregnancy. 

/  Substance  abuse  by  woman  or  partner. 

/  History  of  suicide  attempts,  depression,  anxiety. 

/  Partner's  aggressive,  overly  attentive,  or  controlling  behavior. 

3.  Assess  for  risk  of  homicide  or  severe  injury 

/  Weapons  in  the  home. 

/  Threats  or  stalking  behavior. 

/  Partner's  criminal  history,  suicidality,  substance  abuse. 

/  Change  in  patterns  of  abuse,  especially  in  frequency  and  severity. 

/  Violent  or  threatening  response  to  prior  attempts  to  leave. 

4.  Know  local  referrals  and  resources 

/  Provide  hotline,  shelter,  police,  legal  advocacy  numbers. 
/  Know  legal  statutes  for  your  state. 

5.  Assist  in  formulating  a  safety  plan  for  women  and  their  children 

/  Keep  extra  clothes,  keys,  money,  and  important  papers,  such  as  passport,  bank  book, 

and  birth  certificates  in  a  bag  at  a  friend's  house. 
/  Create  a  signal  with  neighbors,  kids  to  get  help. 
/  Identify  contact  person. 
/  Devise  a  safe  plan  to  get  away. 
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